The left brachiocephalic vein occasionally follows an aberrant course. It is usually associated with congenital cardiac anomaly. We present a case of anomalous left brachiocephalic vein which followed a sub aortic course, with no cardiac abnormality. Multi detector computed tomography is very useful in accurate diagnosis of this condition and prevents any further investigation in cases of isolated abnormalities. Keywords: Anomalous left brachiocephalic vein; Mediastinal mass; Computed tomography; Chest.
left brachiocephalic vein (LBCV) is even rarer. With the advent of non-invasive technologies like multi detector computed tomography (MDCT) and magnetic resonance (MRI), there is now an increase in diagnosis of these anomalies. These are usually asymptomatic and the importance of diagnosing this condition is mainly to understand the anatomy during vascular access and mediastinal surgeries. In patients with no other cardiac abnormality, this anomaly may be found incidentally whilst investigation of other causes.
The purpose of this work was to describe this rare case of an anomalous left
INTRODUCTION
The anatomy of the great vessels in the mediastinum is complex and therefore prone for anomalies. These are usually associated with congenital heart disease. Aberrant right subclavian artery associated with a left aortic arch is the most common vascular anomaly in the mediastinum (1) . Persistent left superior vena cava is the commonest venous anomaly with an incidence of approximately 0.3% in the general population and 3-5% in congenital heart disease patients (2) . An anomaly of the brachiocephalic vein is rare and is usually associated with cardiac anomalies seen in approximately 0.2% to 1% of congenital heart anomalies (3) . Isolated anomaly of the 0100-3984 © Colégio Brasileiro de Radiologia e Diagnóstico por Imagem brachiocephalic vein (ALBCV) in a patient with no other cardiac abnormality, investigated with a MDCT with three dimensional reconstructions (3D).
CASE REPORT
A 34 year old male patient with a history of heavy smoking was investigated for lymphocytosis.
An initial chest X-ray ( Figure 1 ) showed mild mediastinal widening which raised the suspicion of an anterior mediastinal mass. A computed tomography (CT) scan of the chest was performed for further evaluation . In contrast, when there are anomalies of the development of arch (e.g., right sided arch) or the pulmonary arteries (atresia or stenosis) this can cause sparing of the inferior dorsal portion of the venous plexus and regression of superior ventral portion. This leads to the development of anomalous course of the brachiocephalic vein. However the exact mechanism, cause or correlation between these anomalies has not yet been established (3) . There are at least four major patterns of anomalous course of LBCV described by Takada et al.
(5)
. Most of these anomalies are associated with right sided arch. The LBCV can cross the midline above the aortic arch in between the cephalic vessels. It can cross the midline beneath the aortic arch, above the pulmonary artery, as in our patient. Both these can be combined in one patient. The fourth pattern is where the LBCV is beneath the aortic arch, above the pulmonary vein and behind the patent ductus arteriosus.
From the radiology point of view, diagnosis of an ALBCV is mainly to avoid misinterpretation of this structure. On an unenhanced CT scan, it can be interpreted as enlarged lymph node (6) or a central pulmonary artery. The descending portion of the ALBCV can be interpreted as persistent left superior vena cava. In the presence of the other cardiac anomalies, the diagnosis can become difficult. However with the availability of MDCT, the vascular channel can be traced from its origin to the termination and correctly identified.
From clinical point of view, knowledge of this anomaly is important when performing central venous catheters or cardiac surgeries. For anaesthetist this may cause difficulties in introducing left sided central lines unless they know the anatomy. Surgeons, if not informed already, may not identify the anomalous course which can significantly alter their surgical approach . The ALBCV in itself is asymptomatic and is not significant unless associated with other cardiac anomalies. This case report demonstrates the usefulness of MDCT in demonstrating detailed anatomy of this anomaly and prevents further investigation in asymptomatic cases with no other cardiovascular anomaly. A B
